The patient, a woman of 42, was admitted to hospital as a case of bronchopneumonia. She gave a history of having had cough, with profuse offensive sputum, chest pain and some shivering, during the two weeks prior to admission. She had felt ' run-down ' for some time. In January, 1945, 8 months before her admission to hospital, she had had pneumonia. Occasional blood-staining of sputum had been present during the past ten years, and when this was first noticed, she had attended an outpatient dispensary, where her chest was X-rayed. According to the patient this had revealed a bronchiectatic condition on the right side.
Condition on admission. The patient appeared sharply ill. The temperature was 100"2?I'\, pulse rate 96 per minute, and respirations 36 per minute. Examination of the chest revealed diminution of movement on the right side, and a poorly resonant note throughout, with obvious dullness at the right base. In the latter area the respiratory murmur was almost absent, and vocal resonance appeared aegophonic. Tubularity of respiratory murmur with increased vocal resonance was noted at the left base. No adventitious sounds were present. Other systems showed no gross abnormality, and there was no clubbing of the fingers. The white cell count was 20,000 per cmm. (87% polymorphonuclear cells). A blood culture performed on admission remained sterile after 48 hours' incubation. Sputum could not be typed directly, and the mouse into which it was injected did not die. At no time were any tubercle bacilli found in the sputum. X-ray examination of the chest on the day after admission showed a dense opacity over the lower half of the right side, which suggested an empyema (Fig. 1) . Paracentesis gave a small quantity of pus, thick and blood-stained, which was later proved to contain a Streptococcus viridans. Further small amounts of pus were obtained on the two subsequent days. Physical signs remained unchanged and the temperature continued to swing between 99? and 102?F., although treatment with sulphathiazole had been started on admission.
Rib resection was decided upon, and was carried out under local anaesthesia. The two layers of the pleura were found to be adherent, but the adhesions were easily separated. Pus was traced in the lung and a small tube was inserted for drainage, after which the wound was closed in layers. Penicillin to trace the pus. L,ipiodol was then injected through the drainage tube, and rtevealed a well-marked bronchiectasis of the right base, with lung collapse. In the lateral view the shadow which had suggested the interlobar empyema was now taken to be a more than usually distinct cardiac shadow. Further X-ray examination with lipiodol injected by the tracheal route, confirmed the previous finding (Figs. 2 & 3) .
Physical examination at this stage still showed marked dullness at the right base, with decreased respiratory murmur and vocal resonance ; in addition, rales were audible over the greater part of the lung. The patient was, however, very much better, and in view of her improvement and the risk of lobectomy in a person of her age, it was decided to dismiss her, but to keep her under observation. She was seen once since discharge from hospital, when it appeared that her condition had not materially altered. X-ray showed some decrease in the size and density of the shadow at the right base.
SUMMARY.
A case is presented in which the clinical and X-ray findings suggested empyema so strongly, that, after repeated aspiration of small quantities of pus, rib resection was performed. Ijpiodol examination later showed well-marked bronchiectasis and lobar collapse.
